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A B S T R A C T
A 61 year old immunosuppressed male presented with a non-healing wound following a rose thorn
injury. Initial cultures revealed Candida parapsilosis, however histology conﬁrmed squamous cell
carcinoma in-situ (SCCis). This case emphasizes the importance of biopsy and cultures as fungal infection
and SCCis often have similar, non-speciﬁc clinical appearances.
ã 2016 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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A 61 year old African American male currently receiving
chemotherapy for multiple myeloma presented with a 3 month
history of a non-healing wound on the ﬁnger that occurred after a
puncture wound from a rose thorn while gardening. He reported
some pain and tenderness, and denied any fever or malaise. He
applied triple antibiotic ointment with no relief.
On his left 4th digit, just proximal to the nail fold, was a tender
1.4 1.2 cm hyperpigmented, hyperkeratotic plaque with an area
of shallow erosion. There was no deformity or hyperpigmentation
of his nail. A saucerization biopsy of the lesion was performed for
histology and tissue cultures. The patient was treated with
itraconazole 200 mg PO daily for presumed sporotrichosis infec-
tion. Tissue cultures for bacteria and fungi grew only Candida
parapsilosis. Histology revealed full thickness epidermal keratino-
cyte atypia consistent with squamous cell carcinoma in-situ
(SCCis) and it resolved with excision (Figs. 1 and 2).
Discussion
Candida parapsilosis has been reported as the predominant
candidal species transmitted in hospitals from the hands of health
care personnel, particularly those with onychomycosis, onychol-
ysis, or artiﬁcial nails [1]. Like most species of candida,
C. parapsilosis is a transient commensal of skin ﬂora and its
pathogenicity is limited to breaches in the skin barrier. Disease is* Corresponding author.
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most infections resolve spontaneously without treatment [3].
However, infection can become severe in immunocompromised
patients, patients receiving parenteral hyperalimentation, and
patients in the ICU [2]. Amphotericin B has been the traditional
treatment for C. parasilosis candidemia, but there are no
established treatment guidelines. Owing to their more favorable
side effect proﬁle, ﬂuconazole and other azole antifungals are
utilized as alternatives to amphotericin. Low level resistance to
azoles has been reported, with ﬂuconazole and itraconazole
demonstrating slightly higher levels of resistance than voricona-
zole. However the rate of resistance remains lower than 5% and
overall susceptibility still remains high [2].
Given our patient’s immunosuppression and preceding rose
thorn puncture wound, sporotrichosis was initially suspected.
Culture grew Candida parapsilosis, which has been reported to
mimic sporotrichosis infection following rose thorn injury [3].
However, C. parapsilosis can colonize the skin and nails and our
histology revealed squamous cell carcinoma in-situ. Culture
growing C. parapsilosis as the sole pathogen could be suggestive
of infection over colonization, which may have led to a
misdiagnosis and inappropriate treatment in our case. We present
this case to highlight the importance of obtaining histological
examination in addition to culture. His immunosuppression raised
concern for infection, however it also confers an increased risk of
skin cancer. It is well-known that iatrogenic immunosuppression
can lead to an increased risk of secondary primary tumors,
particularly SCC. In kidney and heart transplant patients receiving
immunosuppressive therapy, there is a 65–250-fold increased risk
of developing SCC [6]. The degree of risk also has a linearder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Fig. 1. Patient’s wound at time of presentation.
Fig. 2. Patient’s wound at 4 week follow-up post excisional biopsy.
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used. For example, compared to kidney transplants, heart
transplant recipients, who typically receive more medication for
immunosuppression, were three times more likely to develop
nonmelanoma skin cancer [7]. Furthermore, patients withmultiple myeloma have nearly double the risk of developing skin
cancer compared to age-,race- and gender-matched control
subjects, with the most signiﬁcant being SCC [8].
In another case of C. parapsilosis following rose thorn injury in
an immunocompetent patient, cultures similarly grew solely C.
parapsilosis and the wound healed following antifungal therapy
with itraconazole [3]. Although our case draws many similarities,
including a rose thorn injury and subsequent growth of C.
parapsilosis from cultures, our biopsy of the lesion revealed SCCis.
This highlights the importance of biopsy since squamous cell
carcinoma and fungal infection cannot be distinguished on clinical
grounds alone and tissue culture can be misleading in lesions that
are secondarily colonized.
Written informed consent was obtained from the patient for
publication of this case report and accompanying images. A copy of
the written consent is available for review by the Editor-in- Chief of
this journal on request.
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